Abstract Being informed and using positive coping strategies are associated with engaging in healthpromoting behaviors. We assessed whether the type of information source about HIV (personal or impersonal) and coping strategies (optimism, avoidance, or emotion-focused) are associated with HIV testing among adolescents attending therapeutic schools. Participants were 417 adolescents, ages 13-19, who attended one of 20 therapeutic day schools for emotionally/behaviorally disordered youth in two US cities (Providence, RI and Chicago, IL) and completed a baseline assessment for an HIV prevention study. Among adolescents in the study, 29 % reported having been tested for HIV. Adolescents were more likely to have been tested if they were older, female, Hispanic, identified as non-heterosexual, came from lower SES households, and had recently had unprotected sex. Additionally, youth who endorsed greater use of optimistic thinking and emotion-focused coping, and who reported having been informed about HIV by more personal sources, were also more likely to have been tested for HIV. In a multivariate analysis, having had recent unprotected sex and having more personal sources of information about HIV/AIDS were independently associated with HIV testing. Study findings suggest that, controlling for sociodemographic background, sexual risk behavior, and coping strategy, HIV testing among adolescents with emotional and behavioral problems may be increased when adolescents learn about HIV/AIDS from personal sources such as their healthcare providers, family, and friends.
Introduction
The HIV epidemic continues to be a significant public health problem in the United States, with about 50,000 new HIV infections each year since the mid-1990s (Hall et al., 2008) . Of the 1.1 million Americans currently living with HIV, nearly one in five (18.1 %) are unaware that they are infected (Centers for Disease Control and Prevention, 2012a) . This ''hidden'' population is important, given estimates that 50-70 % of new cases of HIV are spread by people unaware of their infection (Marks, Crepaz, & Janssen, 2006) . As such, routine universal HIV testing to allow for early detection and treatment (i.e., the test-andtreat strategy) is an important HIV prevention tool that can prolong the lives of infected individuals and also help to prevent further HIV transmission (Dieffenbach & Fauci, 2009) . Individuals who are aware of their infection are able to take antiretroviral medications that reduce their likelihood of transmitting the infection to others and are also more likely to adopt preventive behaviors such as consistent condom use and monogamy.
Yet, the current rate of HIV testing among adolescents falls well below CDC guidelines, which recommend routine opt-out HIV testing for all adolescents ages 13 and older (Centers for Disease Control and Prevention, 2006) . According to data from the Youth Risk Behavior Survey, only 12.9 % of high school students had ever been tested for HIV. Even among sexually active youth, less than one-third report having been tested (Centers for Disease Control and Prevention, 2012b; Swenson et al., 2009 ). It is not surprising, then, that youth aged 13-24 are the least likely age group to be aware of their HIV infection, with nearly 60 % of HIV positive youth unaware that they are infected (Centers for Disease Control and Prevention, 2012c) .
Adolescents and young adults acquire nearly half of all new sexually transmitted infections (STIs; Weinstock, Berman, & Cates, 2004) . Youth with emotional and behavioral problems engage in higher rates of sexual risk behavior than their peers, placing them at an even greater risk for acquiring HIV (Brown, Danovsky, Lourie, DiClemente, & Ponton, 1997; Brown et al., 2010) . Therefore, while it is important to promote routine universal HIV testing as a prevention strategy among all teens, it is particularly important to understand potentially modifiable factors that are associated with higher rates of HIV testing among teens with mental health problems, so that these may be utilized in the development of effective health promotion interventions for this at-risk population. Two such factors that are particularly relevant to adolescents with mental health problems, for whom healthcare providers and other supportive persons may serve as a point of intervention, are sources of information about HIV (i.e., from whom they learn about prevention) and coping styles (i.e., how they manage stressful events such as a potential exposure to HIV or the decision to be tested).
Information Sources and HIV Testing
Adolescents with mental health problems, if in treatment, have the opportunity to learn about HIV and other sexual health topics from healthcare providers. They may also learn about HIV from family or friends. Other teens may prefer not to discuss sexual health topics with other people and may instead seek out information on the Internet or through other less personal sources. Although studies demonstrate that greater knowledge about HIV and other sexually transmitted infections (STIs) is associated with increased rates of HIV testing (Nyamathi, Stein, & Swanson, 2000; Swenson et al., 2009 Swenson et al., , 2010 , what we have yet to understand is whether the source of knowledge or information about HIV matters. Specifically, with regard to HIV testing, we don't know whether it is preferable for adolescents to obtain sexual health information from a personal source or if it is sufficient to refer youth to the Internet, printed material, and other forms of media for information about HIV.
Adolescents in mental health treatment may benefit from sexual health discussions with their doctor, therapist, or counselor. Effective patient-provider communication, when it occurs, leads to better compliance with treatment recommendations and improved health outcomes (Beck, Daughtridge, & Sloan, 2002; Stewart, 1995) . Adolescents also commonly learn about sexual health topics from their family and friends. Indeed, teens who talk about sex with their parents, relative to their peers who do not, have positive sexual health outcomes including delayed sexual initiation, less engagement in sexual risk behavior, and fewer unexpected pregnancies (Hutchinson & Montgomery, 2007; Lederman, Chan, & Roberts-Gray, 2008) . Teens may discuss sexual health topics with their friends but the accuracy of this information is questionable and more likely to focus on positive outcomes than negative consequences (Bleakley, Hennessy, Fishbein, & Jordan, 2009; Mosena, Ely, Ho, & Ruch-Ross, 2004; Nonoyama, Tsurugi, Shirai, Ishikawa, & Horiguchi, 2005) .
Another source from which adolescents learn about HIV is print and other media such as books, pamphlets, magazines, television, radio, and the Internet. Media sources vary greatly in quality and, though predominantly accurate, research suggests that teens tend to be wary of these impersonal sources (Buhi et al., 2010; Hust, Brown, & L'Engle, 2008; Jones & Biddlecom, 2011) . As such, teens may be more likely to trust and act on information about HIV from people with whom they have a relationship. While it is critical to provide adolescents with accurate information about HIV, more needs to be known about what type of information source (personal vs. impersonal) most influences HIV testing behavior in order to design effective information campaigns for adolescents to increase testing rates.
Coping and Health Behavior
Another factor that is highly relevant to youth with mental health problems (and amenable to change among those in treatment) is coping. Stress and coping theory (Lazarus & Folkman, 1984) defines 'coping' as the thoughts and behaviors used to manage stressful events. Stress can result when a given situation is appraised as having demands that exceed one's ability to cope. Numerous models of coping abound in the literature and there is a general lack of consensus regarding conceptualization and terminology, particularly with regard to children's coping mechanisms (Compas, ConnorSmith, Saltzman, Thomsen, & Wadsworth, 2001 ). The present paper adopts the conceptualizations and terminology from the Children's Coping Strategies Checklist, an empirically-established measure that identifies different strategies children use for coping with stress (Ayers, Sandler, West, & Roosa, 1996) . Optimism, avoidance, and emotion-focused coping are three coping strategies children use that may be particularly relevant to sexual risk and health-promoting behaviors during adolescence.
The first of these, optimism, is an active coping strategy that uses cognitive restructuring to positively reframe a stressful situation. In the case of HIV testing, an adolescent who has had unprotected sex may think, ''If I get tested, I'll know my status and won't need to worry about it anymore.'' Among college students and new mothers, optimism is positively associated with health-promoting behaviors (Gill & Loh, 2010; Mulkana & Hailey, 2001 ). More optimistic students reported better actual and imagined health habits (i.e., health-promoting behaviors the students imagined they would take if diagnosed with a life-threatening illness). Although it is possible that optimistic thinking may lead some youth to believe they are invulnerable to HIV and, therefore, to believe that HIV testing is unnecessary, the research cited above suggests that optimistic thinking about health encourages youth to adopt better health habits. To this end, preventive screenings such as routine HIV testing constitute a healthy habit that optimistic thinkers may be more inclined to adopt.
Avoidant coping, on the other hand, may involve taking actions to avoid the problem, such as staying away from the doctor or declining an HIV test because of worry that one may test positive for HIV. A recent study found that adolescents with less self-control were more likely to use avoidant coping strategies, which, in turn, was related to poorer physical health outcomes (Boals, vanDellen, & Banks, 2011) . Authors posited that teens that used avoidant coping were in poorer health due to less engagement in health-promoting behaviors. In addition, adolescents who reported a greater use of avoidant coping engaged in more risk-taking behavior (Steiner, Erickson, Hernandez, & Pavelski, 2002) .
Lastly, emotion-focused coping, as defined by Ayers, consists of engaging others to listen to feelings or provide understanding to help one feel less upset. Emotion-focused coping (i.e., emotional expression and processing/understanding) is adaptive and associated with positive health-related outcomes (Austenfeld & Stanton, 2004) . For example, among patients with chronic pain, those that reported a positive emotional approach to coping reported less pain and fewer depressive symptoms (Smith, Lumley, & Longo, 2002) . Additionally, males with HIV who received more emotional support (e.g., listening, empathy) from a primary support provider also reported greater engagement in health behaviors (Deichert, Fekete, Boarts, Druley, & Delahanty, 2008) . With regard to HIV testing, sharing their fears with a doctor or counselor and receiving support for their feelings may help adolescents regulate anxiety about testing positive for HIV.
We are not aware of any current research that has examined the role that coping plays in determining the likelihood of HIV testing among either youth or individuals with emotional and behavioral problems. However, among an at-risk sample of adult women, active coping strategies were associated with increased likelihood of HIV testing (Nyamathi et al., 2000) . Adolescents with emotional and behavioral problems may exhibit coping deficits, but they are also in the unique position to be referred for therapeutic interventions to improve their coping skills. As such, it is important to identify coping strategies that are most likely to lead to adolescents' increased utilization (rather than neglect) of preventive healthcare services and screenings, such as HIV testing.
The Current Study
In the current study, we examined the prevalence and correlates of HIV testing among adolescents who attend therapeutic day schools. These schools serve students with mental health or behavioral difficulties who are unable to benefit from less restrictive academic environments because of their symptoms. Students attending therapeutic schools present with a range of diagnoses, including mood disorders (e.g., Major Depressive Disorder), behavior disorders (e.g., Conduct Disorder), or anxiety disorders (e.g., Generalized Anxiety Disorder). Schools attend to individualized needs of the students with common elements of smaller class sizes, tailored methods of instruction, and supportive services (e.g., individual and/or group psychotherapy) to promote their students' success. Teens attending therapeutic schools are at high-risk for emotional and behavioral problems, which are linked with higher sex risk behavior (Brown et al., 1997 . Teens with emotional and behavioral problems may also be more likely to have coping deficits. Thus, we first examined the relationship between recent unprotected sex and HIV testing among a high-risk sample of therapeutic school teens. We then examined the relationship between HIV information source, coping strategy, and HIV testing. We expected to find that adolescents who engaged in unprotected sex would be more likely to have been tested for HIV. In addition, we expected that youth who used more optimism and emotion-focused coping (versus avoidant) strategies and those who had sought or received HIV information from more personal (versus impersonal) sources would be more likely to have been tested for HIV.
Method

Participants
We recruited adolescents, ages 13-19, from 20 therapeutic day schools in two US cities (Providence, RI and Chicago, IL) to take part in a larger study of HIV prevention interventions (Donenberg, Emerson, Brown, Houck, & Mackesy-Amiti, 2012) . Inclusion criteria included age and expected attendance at a participating therapeutic school for the duration of the intervention (i.e., students that were being discharged or moving were not invited to participate). Exclusion criteria included inability to speak English fluently, pervasive developmental disability or active psychotic disorder, known HIV infection, history of sexually aggressive behavior, or current pregnancy. Of the 569 adolescents for whom we obtained consent to contact about the study, 417 (73 %) were subsequently consented, assessed, and provided data for this study.
Procedures
Institutional review boards at both study sites approved all study protocols. We obtained informed consent either from parents and guardians of youth under the age of 18 or from adult participants. Minor participants also provided written assent. Between 2005 and 2009, we recruited adolescents from therapeutic schools for students with mental health concerns and behavior problems in Providence and Chicago. School staff first identified youth whom they thought were eligible for the project and requested permission by letter or phone from parents or guardians for study staff to contact them regarding the project. After permission was granted, research staff arranged individual meetings with parents (or adolescents 18 years or older) to complete screening procedures, explain the study in detail, and obtain consent.
This current cross-sectional study used baseline data from a larger longitudinal study that were collected via audio computer-assisted self-interviews (ACASI). To assist in behavior recall, study staff prompted participants to generate a list of significant events in the last 90 and 180 days to reference during the assessment. Project staff were present to answer questions as needed; school staff were not present during assessments to ensure the confidentiality of responses. Participants completed the entire assessment via ACASI in one to three sittings, for a total of approximately 75 min, and were compensated $25 for their time.
Measures
Computerized Diagnostic Interview Schedule for Children (C-DISC-IV; Shaffer, 2000)
The C-DISC-IV is a structured audio computerassisted diagnostic interview used to screen for a range of psychiatric diagnoses using DSM-IV criteria.
The C-DISC-IV has demonstrated acceptable reliability and validity (Shaffer, 2000) . For the current study, we administered modules assessing symptoms of Generalized Anxiety Disorder, Post-Traumatic Stress Disorder, Major Depressive Disorder, Mania, Hypomania, Oppositional Defiant Disorder, and Conduct Disorder. We created a dichotomous variable for the analyses to compare youth who met threshold or intermediate criteria for a psychiatric disorder on the C-DISC-IV to those who did not.
The ARBA is a measure of adolescent-reported sexual and drug use behaviors that uses a skip structure so that adolescents who deny engaging in a given behavior are not asked more detailed questions about it. Relevant to the present analyses, adolescents reported whether they had ever had sex. Sexually active participants provided the number of times they had vaginal or anal sex in the last 6 months and the number of times they used condoms, which we used to determine each participant's number of unprotected sexual encounters in the last 6 months.
The ARBA also assessed HIV testing history. Adolescents were asked ''Have you ever been tested for HIV, the virus that causes AIDS?'' to which they could reply ''yes,'' ''no,'' or ''don't know.'' Four participants who responded ''don't know'' were excluded from the analyses.
Sources of HIV Information
Participants reported whether they had received information about HIV/AIDS from the following sources: (1) family; (2) friends; (3) doctor; (4) therapist or counselor; (5) TV or radio; (6) books, pamphlets, or magazines; and (7) Internet. For the current analyses, we summed family, friends, doctor, and therapist as ''personal'' interactions and TV/radio, books/pamphlets/magazines, and Internet as ''impersonal'' interactions.
Children's Coping Strategies Checklist (CCSC; Ayers et al., 1996) Adolescents completed three subscales of the CCSC. The Support for Feelings (SUPF) subscale consisted of four items (Cronbach's alpha = .82). A sample item is ''You let other people know how you felt.'' The Optimism (OPT) subscale included four items (Cronbach's alpha = .83) that reflect efforts to think about situations more positively, including optimistic thinking (e.g., ''You told yourself that it would be okay''). The Avoidant Actions (AVA) subscale included three items from the original subscale (Cronbach's alpha = .60) that reflect behavioral strategies to avoid the stressor (e.g., ''You tried to stay away from things that made you feel upset'').
Data Analysis
We conducted bivariate logistic regressions to determine variables for entry in the final logistic regression models. The potential predictors entered into the bivariate logistic regression models included the hypothesized predictors from demographic, behavioral, and cognitive domains. All predictors that were associated with HIV testing at the bivariate level (p \ .10) were simultaneously entered into a multivariate logistic regression model, adjusted for significantly associated demographic variables. We selected simultaneous entry of predictors because there were no specific hypotheses for these exploratory analyses about the relative importance of behavioral and cognitive domains relative to demographics; rather, we were concerned with the context of known variables related to testing. Analyses were performed using SPSS version 18.0.
Results
Characteristics of the Sample
Demographic Characteristics
The average age of participants was 15.25 (SD = 1.47) years. The majority were male (70 %) and heterosexual (77 %). With regard to racial/ethnic background, 44 % endorsed White, non-Hispanic; 26 % Black, non-Hispanic; 7 % White, Hispanic; 4 % Black, Hispanic; 13 % Biracial; 4 % Multiracial; and 2 % Other. In addition, 52 % of the sample reported that they were eligible to receive free or reducedpriced lunch in school.
Psychiatric Disorders
Using the C-DISC-IV, 54 % of the sample met threshold or intermediate criteria for at least one of the diagnostic modules assessed and 42 % did not meet criteria for any module (for the remaining 4 %, presence or absence of a diagnosis could not be determined due to missing data on the clinical report). Among those that met criteria, diagnostic categories were as follows: 9 % (n = 37) Internalizing Disorder Only (Generalized Anxiety Disorder, Post-Traumatic Stress Disorder, or Major Depressive Disorder); 25 % (n = 106) Externalizing Disorder Only (Oppositional Defiant Disorder or Conduct Disorder); 11 % (n = 45) Comorbid Internalizing and Externalizing Disorders but not Manic or Hypomanic Episode; 9 % (n = 37) Manic or Hypomanic Episode.
Sexual Behaviors and Health Outcomes
Sixty percent of participants reported having ever had vaginal or anal sex. Among sexually active participants, adolescents reported an average of 1.50 (SD = 1.91) vaginal or anal sex partners and 5.96 unprotected sex acts (SD = 22.09) in the past 6 months. Additionally, 8.1 % of the sexually active participants reported having ever been told by a doctor or nurse that they had an STI.
Prevalence and Correlates of HIV Testing Among Adolescents in Therapeutic Schools
In the present sample (N = 417), 29 % of participants reported that they had been tested for HIV during their lifetime. Among participants who reported a history of vaginal or anal intercourse (n = 243), this increased to 42 %. Of those that reported ever having been tested for HIV, many (48 %) reported having only been tested once and 60 % had been tested recently, within the past 6 months. Meeting criteria for a psychiatric disorder, having had recent unprotected sex, greater use of emotion-focused coping and optimism, and reporting more personal sources of information about HIV/ AIDS were positively correlated with having had an HIV test (Table 1) .
Coping Strategy and HIV Information Source
Means and frequencies of adolescents' coping strategies and personal and impersonal HIV information sources are reported in Table 1 . Coping strategy mean scores ranged from 1 to 4, with higher scores indicating greater use of the coping strategy. Among adolescents attending therapeutic schools, the mean score was 2.04 (SD = .78) for support for feelings, 2.13 (SD = .81) for optimism, and 2.25 (SD = .73) for avoidant actions.
Participants also reported on the sources from which they had received information about HIV/ AIDS. With regard to the four personal sources assessed, 62 % of adolescents had received information about HIV/AIDS from family, 56 % from a doctor, 49 % from friends, and 32 % from a therapist or counselor. With regard to the three impersonal sources assessed, 48 % received information about HIV/AIDS from TV or radio, 44 % from books, pamphlets, or magazines, and 43 % from the Internet. Eight percent reported that they had not received information about HIV/AIDS from any source. We also examined the distribution of personal and impersonal sources. Twenty-two percent of adolescents attending therapeutic schools reported no personal sources of HIV information, 20 % reported one personal source, 16 % reported two personal sources, 23 % reported three personal sources, and 20 % reported having four personal sources. Thirty-three percent of adolescents reported no impersonal sources of HIV information, 23 % reported one impersonal source, 20 % reported two impersonal sources, and 23 % reported having three impersonal sources.
Bivariate Correlates of HIV Testing Table 2 contains bivariate associations between HIV testing, demographics, and main study variables. Among the demographic variables, older age, female gender, Hispanic origin, eligibility for free or reduced-price school lunch, and non-heterosexual orientation were significantly associated with increased likelihood of HIV testing. Meeting diagnostic criteria for a psychiatric disorder was significantly associated with increased likelihood of HIV testing at the bivariate level. With regard to sexual risk behavior, having had one or more unprotected sex acts was significantly associated with increased likelihood of HIV testing. For coping strategies, more use of support for feelings and optimism were significantly associated with increased likelihood of HIV testing. Contrary to expectations, use of avoidant actions was unrelated to HIV testing. In addition, the number of participants' personal sources of HIV information was significantly associated with increased likelihood of HIV testing, whereas having more impersonal information sources was marginally associated with testing.
Multivariate Correlates of HIV Testing
Controlling for significant demographics, we found that having had unprotected sex in the past 6 months (OR 2.33) and having more personal sources of information about HIV/AIDS (OR 1.26) were independently associated with HIV testing (see Table 2 ). Adolescents who reported having had unprotected sex were over twice as likely to have been tested for HIV.
Exploratory Analyses: Sexually Active Subset Because sexual risk behavior emerged as the strongest correlate of HIV testing, we conducted exploratory analyses with the sexually active subset (n = 248). Bivariate correlates of HIV testing among sexually active youth included female gender (unadjusted OR 2.06), non-heterosexual orientation (unadjusted OR 2.60), more use of support for feelings (unadjusted OR 1.49), optimism (unadjusted OR 1.42), and avoidant coping (unadjusted OR 1.55), as well as having more personal sources of HIV information (unadjusted OR 1.23). However, when entered into a multivariate logistic regression, only non-heterosexual orientation remained significant (OR 2.47). Of the sexually active subset, a sizeable minority (21 %) identified as having a non-heterosexual orientation (19 males and 33 females).
Because sexual orientation was not a main focus of the present paper but accounted for a large proportion of the variance, we conducted the analyses without this variable to determine whether findings differed. Removing sexual orientation among the sexually active subset yielded only a marginally significant finding for female gender (OR 1.69). Among the full sample, however, findings were similar to those reported in Table 2 , with recent unprotected sex acts (OR 1.97) and personal sources of information (OR 1.28) emerging as significant correlates of HIV testing. Additionally, two demographic variables, free lunch status (OR 1.75) and female gender (OR 1.60), emerged as significant and marginally significant, respectively.
Discussion
This study contributes important information to our understanding of HIV testing, a primary focus of current strategies in the field of HIV prevention. Our study examined relationships between HIV testing, information sources, and coping strategies within a sample of therapeutic school adolescents with emotional and behavioral problems. Within this high-risk subgroup, 29 % of youth reported having ever been tested for HIV, and 42 % of those with a history of vaginal or anal sex reported testing. While higher than the national rate of 12.9 % among high school students (Centers for Disease Control and Prevention, 2012b), these rates of testing are low considering that these young people had been identified as needing additional services and were part of the health care system by virtue of their enrollment in therapeutic schools. The rates of testing found in the present sample of adolescents attending therapeutic schools were similar Significance at p \ .10 for unadjusted OR and at p \ .05 for MLR are indicated in bold OR odds ratios, CI confidence intervals, MLR multivariate logistic regression, USA unprotected sex act a n may vary according to random missing data patterns b Unadjusted odds of receiving HIV testing c MLR included all significant bivariate predictors of HIV testing (at p \ .10)
to those found among high-risk urban adolescents (Mullins, Kollar, Lehmann, & Kahn, 2010; Swenson et al., 2009 ), but fall far short of the national goal of having all adolescents tested as part of their routine health care. These numbers suggest that much work remains to be done to promote HIV testing among vulnerable adolescents. In general, adolescents reported higher rates of receiving information about HIV/AIDS from personal sources, such as doctors, family, and friends, than from impersonal sources, such as television, magazines, or the Internet. The notable exception to this pattern was for information received from therapists and counselors. Less than one-third of students attending these therapeutic schools reported having received information about HIV/AIDS from counselors. Given that mental health counseling is often a key component of programs for youth with mental health problems, this percentage represents a missed opportunity. It is possible that therapists in these schools presume that HIV/AIDS information is taught via health classes or feel that encouraging HIVprevention behaviors such as routine HIV testing is outside the purview of a therapy session. However, addressing HIV and sexual risk behaviors in a tailored, one-on-one fashion has advantages over classroombased instruction, particularly for youth with mental health concerns. To the extent that therapists do not feel equipped to discuss risky sexual behaviors and HIV prevention with clients, providing training regarding adolescent sexual risk assessments may better enable therapists to discuss and encourage HIV testing with their teenage clients when appropriate to do so. Furthermore, 8 % of participants in the study did not endorse receiving information about HIV/AIDS from any of the sources listed, and 22 % did not identify any of the personal sources listed. This is particularly important given the strong relationship between personal sources of information and HIV testing identified in this study.
Correlates of HIV testing were generally consistent with previous literature (e.g., Johns, Bauermeister, & Zimmerman, 2010; Swenson et al., 2009 ). Adolescents were more likely to have been tested for HIV if they were older, female, Hispanic, identified as nonheterosexual, came from lower SES households, met criteria for a psychiatric disorder, or had had unprotected sex. We also examined relationships between HIV testing, sources of information, and coping strategies. As expected, significant bivariate relationships indicated more testing among youth who endorsed greater use of emotion-focused coping strategies such as talking to others about one's feelings, greater use of optimistic thinking, and more personal sources of HIV information. These bivariate relationships supported the hypothesis that youth with more positive coping strategies that might encourage health-seeking behaviors would be more likely to have sought or agreed to HIV testing. Obtaining support from others to maintain health, or thinking optimistically about one's ability to maintain health, may increase the likelihood of using information to get tested. Young people were also more likely to be tested when that information came from people in their lives, rather than mass media, highlighting the powerful influence of personal interactions.
However, in multivariate models accounting for all of these variables, the two variables that emerged with significant relationships to HIV testing were unprotected sex and personal sources of information. The strong association between personal information sources and increased likelihood of testing, even when we included in the model demographics, unprotected sex (which has consistently been shown to be related to testing), coping, and impersonal sources, suggests that these personal conversations with teens play an important role in health decision-making. It may be that, from a developmental standpoint, a ''personal touch'' is especially critical for adolescents. In addition, publicly expressing attitudes or beliefs increases the likelihood of changing behavior so that it remains consistent with those beliefs (Dawnay & Shah, 2005) . In the case of HIV testing, personal conversations may evoke statements that adolescents later use as evidence to support the decisions they make. While our study was concerned with the source of HIV information rather than the content of these interactions, it would be interesting in future studies to assess the quality, quantity, and accuracy of these communications.
Our findings highlight the importance of finding ways to communicate directly with vulnerable adolescents about HIV prevention. Public health initiatives should focus on encouraging professionals who have relationships with young people to discuss HIV and HIV testing, especially with adolescents who have mental health problems. These data suggest that general coping strategies may not be as relevant to HIV testing as personal messages. Even in bivariate relationships, avoidant coping was not associated with poorer rates of testing, as we had hypothesized. This may be encouraging news for the prevention field, suggesting that adolescents' coping styles might be sidestepped in the development of informational interventions to promote health behavior.
We note several limitations to our study. Because study participants attended therapeutic schools as a result of emotional or behavioral difficulties, the generalizability of these findings to adolescents without such challenges is unknown. We collected data in two communities in the US; differential availability of HIV testing in other regions may influence the patterns in HIV testing we reported in this study. In addition, the coping measures used in our study were general as opposed to specific; thus, coping strategies specific to HIV testing may affect adolescent testing behavior. Additionally, the content (quality, quantity, and accuracy) of HIV information that adolescents received from these various sources, as well as delivery approach, was not assessed and may confound the outcome of HIV testing. However, at the expense of internal validity that might have been gained by standardizing information content and delivery, the method we described is more reflective of ''real world'' interactions in that the content and delivery of information is indeed likely to vary across sources. We think it is particularly interesting that, despite real differences in the exact content and delivery of health information that youth reported that they received from various sources, personal sources emerged as having a strong influence on teen testing behavior. The real world implication of this is that face-to-face communications about HIV/AIDS are important and should be encouraged. Other sources of HIV information not included in this study may also serve important functions for youth, such as teachers or clergy. Finally, HIV testing was self-reported, and teens may have overestimated their rates of testing because they were participating in a study of HIV prevention, or data may be subject to recall bias. Some teens in this sample of emotionally and behaviorally disturbed youth may have erroneously perceived that they were tested for HIV if they had their blood drawn in a physician's office for routine monitoring of psychoactive medications. However, prior research has demonstrated that self-reports of most sexual behavior, including HIV testing, can be assessed reliably among adolescents (Vanable et al., 2009 ).
Additionally, we asked participants to identify memory anchors to improve recall.
Despite these limitations, our study adds to the literature on adolescent HIV testing by highlighting the vital role that personal discussions with healthcare providers, family, and friends about HIV/AIDS can play in adolescent health-seeking behavior. Findings also suggest that therapists working with teens with emotional and behavioral problems can have more of an impact on HIV preventive behavior than they currently do. Given that personal discussions about HIV were associated with HIV testing over and above the influence of both sex risk behavior and coping strategies in this sample of therapeutic school adolescents, our findings suggest that HIV testing may be increased by having personal conversations about HIV with teens. Indeed, prior research has demonstrated that over half of teens who are offered an opportunity for an HIV test are likely to accept (Swenson, Hadley, Houck, Dance, & Brown, 2011) . Future research should further examine the content, quantity, quality, and accuracy of communication provided to teens about HIV to determine what components or styles most greatly affect adolescent HIV testing.
